Exhibit 1: Modd Individual Enrollment Form (* Election” may also be used) (4 Pages)

M edicar e +Choice Plan Name:

Your Name: Your Medicare Number:
Date of Birth (month/day/year): Male  Female
Permanent Residence Address:
Number, Street, Apartment #
City County State M
TeephoneNumber:
AreaCode  Number
Mailing Address (if different from permanent addr ess)
Number, Street, Apartment # City County State Zip Code

Name of person to contact in case of emergency [Optiond fidd]
Relationship to Y ou [Optiond field]

Phone Number: [Optiond fied]

[Optiond field] Please check one of the boxes below if you would prefer usto send you

information in alanguage other than English:

Language A (e.g., Chinese)
Medicare I nformation:

Peasefill in these blanks so they ook the
same as what is on your Medicare card.

Y ou need to fill thisout, or you can attach a
copy of your Medicare card or your Letter
of Verification from the Socid Security
Adminigration or Railroad Retirement
Board.

We cannot cdl this enrollment form
"finished" until you have given usthis
information.

Language B (e.g., Spanish)

Medicare Health Insurance
Socid Security Act

Name of Beneficiary:

Medicare Claim Number Sex

Is Entitled To Effective Date
__ Hospitd Insurance (Part A)

__ Medicd Insurance (Part B)




Your Medicare +Choice plan choice:

Please check which product you want to enrall in: [Optiond field for planswith 1 product]
Product ABC [optional] Premium = $XX per month
Product XYZ [optiona] Premium = $XX per month

Name of chosen Primary Care Physician (PCP), clinic or health center (if required):
[Thisfield is not necessary for PPOS]

Release of Information: By joining thisplan, | alow the Centers for Medicare and Medicaid Services
to giveinformation to the plan. The information will say whether | have Medicare Hospital Insurance
Benefits (Part A) and Supplementary Medica Insurance Benefits (Part B). | dso dlow the plan’'s
doctors and clinics or anyone else with medica or other rdevant information about me to give CMS or
CMS s agents the information needed to run the Medicare program.

Lock-In: | understand that, beginningor = € . dicare +Choice plan coverage
begins, | must get all of my health carefi m* . A lic ~e+Choice plan, with the exception of
emergency or urgently needed servicesc oL - a at lysisservices. In addition to being
covered in the United States, emergency and urgently needed servicesare covered in certain
hospitalsin Mexico and Canada. | understand that services authorized by the Medicare
+Choice organization and other services contained in my Medicar e +Choice plan Evidence of
Coverage document (also known asa member contract or subscriber agreement) will be
covered. | also understand that without authorization, NEITHER MEDICARE NOR THE
MEDICARE+CHOICE PLAN WILL PAY FOR THE SERVICES. [Note: POS and PPO plans
need to add a statement regarding financid liability when using non-contracted providers]

| understand that my signature on this application meansthat | have read and under stand the
contents of thisapplication. Please read your Evidence of Coverage document to know what rules

you must follow in order to receive coverage with this Medicare +Choice plan.

Y our Signature* Dae

*|f theindividua cannot sign, a court-gppointed Lega Guardian or person with Durable Power of
Attorney for Health Care (DPAHC), if authorized by state law; or another person who is authorized by
Sate law, must Sgn thefollowing line. Attach a copy of proof of Legal Guardian, DPAHC, or
proof of authorization by state law

Signaure Date

*|f anyone hdped the individud fill out this form, ghe musgt sign the following line
Sgnaure Date: Reationship to Individud:




Pleaseread and answer these questions:

1.

Note:

Do you have End Stage Rend Disease (ESRD)? ESRD is permanent kidney falure and
requires regular kidney didysis or atransplant to stay dive.

Yes No

If you have ESRD, you can not enrall in this plan unless you are dreedy enrolled in the
Medi care+Choice organization as acommercia member or you were affected by the non-
renewal of another Medicare+Choice plan after December 31, 1998. If you do not need
regular dialysis any more, or have had a successful kidney transplant, please attach a note or
records from your doctor showing you don't need dialysis or have had a successful kidney
transplant.

Have you recently moved into this plan'sservice .a
Yes No
Have you changed your Medicarecc ere ~. tl :pic 6 months?
Yes No

Your answer to the following questionswill not keep you from enralling in this plan.

4.

Areyou aresdent in an inditution (eg., skilled nurang facility, rehabilitation hospital)?

Yes No

If yes, Name of Indtitution

Address of Ingtitution (number and street)
Phone Number of Indtitution

Your Date of Admisson into Ingtitution

Do you receive Medicaid benefits?
Yes (If yes, Medicaid Number: ) No

Do you, on your own or through your spouse, have any health insurance other than Medicare,
such as private insurance, Workers Compensation, or VA benefits?

Yes No
If yes, what kind of insurance do you have?
What is the name of your insurance?

Do you or your spouse work?
Yes No



Please read these sentences and put your initials next to them:

1.

| understand that while the “ effective date of coverage’ on the first page of thisformiswhen |
should begin using the plan’s services, the plan will till send me find goprova of my enrollment
inthe plan. 1 understand that | should not disenroll from any M edicar e supplement plan or
M edigap/M edicar e Select plan until | get that approva from the plan. (Initids)

| undergtand that | must keep my Medicare Part A and Part B insurance by paying the Part
B premiums and the Part A premiums, if gpplicable. (Initids)

| understand that | can be amember of only one M edicar e+Choice plan at atime. By
enrolling in this plan, | will automaticaly be disenrolled from any other Medicaret+Choice plan of
which | am currently a member. (Initids)

| understand that since | can beamember of onl or Medicare +Choice plan a atime, |

cannot enroll in morethanoneMedic . ( i 2lan with the same effective date of
coverage. If | dothis my enrollmentswil' * . a de¢ and | will haveto fill out anew
enrollment form to becomeamember of " X a  Zhoice plan. (Initids)

| undergtand that, in generd, 1 can change hedth plans or return to the Origind Medicare Plan
only during certain times of the year. (Initids)

| understand thet, in generd, there are limitations to the number of times | can change my
hedlth plan choices during the year. (Initids)

| understand that | may disenroll from this plan by sending awritten request to the plan, the
Socia Security Office, the Railroad Retirement Board, or by cdling 1-800-MEDICARE
(TTY/TDD: 1-877-486-2048 for the hearing and speech impaired). Until the effective date of
disenrollment, | must keep getting hedlth care from the plan doctors. (Initids)

| understand that as a member of the plan, | have theright to ask about the plan's decision
about payment or servicesif | disagree. (Initids)

| understand that it ismy job to tell the plan before | move out of the service and/or
continuation area. | undergtand that if | move permanently out of the service and continuation

area, Medicare requires the plan to disenroll me. (Initids)
Office Use Only:
Plan ID #:
Effective Date of Coverage:
ICEP: OEP: AEP: SEP(type):




Exhibit 3: M odd Short Enrollment Form (" Election" may also be used) (2 Pages)

This form may be used in place of the model individual enrollment form when a member of a M+ C planisenrolling
into another M+ C plan in the same M+CO

If you are changing plans within {M+CO name} you should usethisform. Thisform may not
be used to enrall in {M+CO name} for thefirst time.

Name of Plan You are Enrolling In:

Name: Medicare Number:
{Note: may use“ member number” instead of “ Medicare number” }

Permanent Address;

Number, Street, Apartment # City County State Zip Code

Telephone Number:

Area Code Number

Mailing Address (if different from permanent addr ess)

Number, Street, Apartment # City County State Zip Code
Pleasefill out the following:

| am currently a member of the plan in {M+CO name} with a monthly premium of $

| would like to change to the planin {M+CO name}. | undergtand that this plan has
different hedlth benefits and amonthly premium of $

Have you recently moved into this plan'sservice area? Yes No

Have you changed your Medicare coverage in the past 6 months? Yes No

Optional field, if M+CO will regquire the member to name a new PCP:
Name of chosen Primary Care Physician (PCP), clinic or health center (if required):

Release of Information: By joining this plan, | alow the Centers for Medicare and Medicaid Services
to give information to the plan. The information will say whether | have Medicare Hospita Insurance
Benefits (Part A) and Supplementary Medica Insurance Benefits (Part B). | dso dlow the plan’'s
doctors and clinics or anyone else with medica or other relevant information about me to give CMS or
CMS s agents the information needed to run the Medicare program.



Lock-1n: | under stand that, beginning on the date my M edicar e+Choice plan cover age begins,
| must get all of my health care from my new Medicare+Choice plan, with the exception of
emergency or urgently needed services or out-of-area dialysis services. In addition to being
covered in the United States, emergency and urgently needed services are covered in certain
hospitalsin Mexico and Canada. | understand that services authorized by the

M edicaret+Choice plan and other services contained in my M edicar e+Choice plan Evidence of
Coverage document (also known asa member contract or subscriber agreement) will be
covered. | also understand that without authorization, NEITHER MEDICARE NOR THE
MEDICARE+CHOICE PLAN WILL PAY FOR THE SERVICES. [Note: POS and PPO plans
need to add a statement regarding financid liability when using non-contracted providers|

| undergtand that, in generd, | can change my health plans or return to the Origina Medicare Plan
only during certain times of the year and that there are limitations to the number of times| can
change my hedlth plan choices during the yeer.

| understand that my signatureonthisay * ¢ ..\ : that| haveread and understand the
contents of thisapplication. Pleeseready JarF .. n 0l Zoverage document to know what rules
you mugt follow in order to receive coverage vitt “ v dic 2+Choice plan.

Enrolleg s Signature* Date

*|f theindividua is unable to Sgn, a court-agppointed Lega Guardian or person with Durable Power of
Attorney for Hedth Care (DPAHC), if authorized by tate law, must Sgn the following line. Attach a
copy of the proof of Legal Guardian, DPAHC, or proof of authorization by state law

Signaure Date

*|f anyone hdped the beneficiary fill out this form, she must Sgn the following line

Signaure Date Reationship to Bendficiary:
Office Use Only:
Plan ID #:
Effective Date of Coverage:
ICEP: OEP- AEP: SEP(type):




Exhibit 4: Model Notice to Acknowledge Receipt of Completed Enrollment Form

Referenced in section(s): 4.4.1, 6.4

Dear <Name of Member>:

Thank you for filling out aform to enroll in <Plan name>. Starting <effective date>, you must see your
<Plan> doctor(s) for your hedth care. This meansthat starting <effective date>, dl of your hedth care,
except emergency or urgently needed care, or out-of-area dialys's services, must be given or arranged
by a<Plan> doctor(s). Y ou will need to pay our copayments when you get hedlth care. Optional
language: Thisletter can serve as evidence of insurance until you get your member card from us. Until
you get amember card from us, you should show this letter to your doctor when you go to your doctor
gppointments.

All enrollments have to be reviewed by the C= e~ "' ¥ wveand Medicad Services (CMYS), the
federa agency that runsthe Medicareprogra . W= ill en your enrollment to CM S, and they will
do afind review of theenrollment. WhenC St i< =< sr “ew, wewill send you aletter to confirm
your enrollment with <Plan>. But, you should not wait to get thisletter before you begin usng <Plan>
doctors. Y ou should begin using <Plan> doctors on <effective date>. Also, you should not cance any
Medigap/Medicare Sdect or supplementa insurance that you have until we send you the letter.

Y ou must have Medicare Part A (Hospita Insurance) and Part B (Medicd Insurance) to be a member
of <Plan>. If you do not have Medicare Parts A and B, we will bill you for any hedlth care you receive
from us, and neither Medicare nor <Plan> will pay for those services. Also, if you have end stage rend
disease (ESRD), you may not be able to be amember of <Plan>, and we may have to send you abill
for any hedlth care you received.

Please remember that, except for emergency or out-of-area urgent care, or out-of-area diadyss
sarvices, if you get hedth care from anon-<Plan> doctor without prior authorization, you will have to
pay for the hedth care yoursdf.

** |ngart information ingtructing member in Smple terms on how to select a primary care provider/ste
(PCP); how to obtain M+C Plan services, e.g., provide the name, phone number, and location of the
PCP, include the membership identification card when possible, explain unique POS and/or PPO
procedures (when applicable), explain which services do not need PCP approva (when applicable),
etc. **

If you have any questions, please call our Member Services Department at <phone number> or, for the
hearing impaired, at <TDD/TTY number>. We are open {insart days/hours of operation and, if
different, TTY/TDD hours of operation }. Thank you.



Exhibit 5: Model Notice to Request | nformation

Referenced in section(s): 4.2.2

Dear <Name of Beneficiary>:

Thank you for your gpplication to <M+C Plan>. We cannot process your application until we get the
fallowing things from you:

Proof of Medicare Part A and B coverage. Y ou can send us a copy of your Medicare
card or aletter from Socia Security or the Railroad Retirement Board as evidence of
your Medicare coverage.

A copy of your legd papers authorizing another person to act on your behalf.

Other:

Y ou will need to send this information to <M+C Plan name and address> by <date - 30 days from date
letter provided to the beneficiary>. If you cannot send this information by <date listed above>, we will
have to deny your request to enroll in our plan.

If you have any questions, please cal our Member Services Department at <phone number> or, for the
hearing impaired, & <TDD/TTY number>. We are open <insert days and hours of operation>. Thank
youl.



Exhibit 6: Mode Noticeto Confirm Enrollment
Referenced in section(s): 4.4.2, 4.6
Dear <Name of Member>:

Thisetter isto tell you that the Centers for Medicare and Medicaid Services, the federa agency that
runs Medicare, has gpproved your enrollment in <M+C Plan>, beginning <effective date>.

Aswe sad in aletter we gave you before, now that your enrollment is confirmed, you may cance any
Medigap or supplementd insurance that you have.

Please fed freeto call our Member Services at <phone number> or, for the hearing impaired, a
<TDD/TTY number> if you have any questions. We are open <days and hours of operation>.



Exhibit 7: Modéd Noticefor M+CO Denial of Enrollment

Referenced in section(s): 4.2.3

Dear <Name of Beneficiary>:

Thank you for gpplying for membership in <M+C Plan>. We cannot accept your application for
enrollment in <M+C Plan> because:

1. o Y ou do not have Medicare Part A

2. o Y ou do not have Medicare Part B

3. _ Y ou have End Stage Rend Dise” 2 (F:SRD)

4, o Your permanentres  nceic Ul de r service or continuation area

5. _ We did not recaive ti e intun ietion we requested from you within 30 days of
our request.

6. - You are not eigible to enrall in another Medicare+Choice plan at thistime.

Y ou will be @le to change your hedth plan choice during the Annud Election
Period in November with an effective date of January 1, <insert year>.

Medicare MSA plans add #7:

7. Nationa enrollment in Medicare Medical Savings Accounts has reached the
maximum amount alowed under law

{This paragraph is optional for M+ C plans that do not send notice prior to thisletter instructing
the individual to use plan services as of a certain date.} If we checked item 1 or 2, and it is correct,
then we will send you ahill for any services you received. If we checked anything ese and it is correct,
then we may send you a bill for any services you received.

If what we checked iswrong, or if you have any questions, please cal us at <phone number> or, for the

hearing impaired, & <TDD/TTY number>. We are open <insert days and hours of operation>. Thank
you.
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Exhibit 8: Model Noticefor CM S Rgection of Enrollment

Referenced in section(s): 4.4.2

Dear <Name of Beneficiary>:

Thank you for your recent application to <M+C Plan>. We are sorry to say that the Centersfor

Medicare and Medicaid Services, the federa agency that runs Medicare, has denied your enrollment in
<M+C Plan> due to the reason(s) checked below:

1. o Y ou do not have Medicare Part A

2. o Y ou do not have Medicare Part B

3. - Y ou have End Stage Rend Disease (ESRD)

4, - Youdgned aformtc =" ~e “f- ~t plan for the same effective date, which

cancdled your gpplic onwi < |+ Plan>. Thismay mean that you are ill
erolledinthe Origit I N ¥ a Fi orinthe Medicare+Choice plan that you
were enrolled in before you gpplied for membership in our plan.

5. You are not digible to enroll in another Medicare+Choice plan at thistime.
Y ou will be able to change your hedth plan choice during the Annud Election
Period in November with an effective date of January 1 <insert year>.

If we checked number 1 or 2, and it isright, then we will send you abill for any services you received
from us.

If we checked number 3 or 4, and it is right, then we may send you a bill for any services you received
fromus.

If what we checked is not right, or if you have any questions, please cdll us a <phone number> or, for

the hearing impaired, at <TDD/TTY number>. We are open <insart days and hours of operation>.
Thank you.
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